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{F 000} INITIAL COMMENTS {F 000}

 The unannounced Medicare/Medicaid first revisit 

to the standard survey that was conducted on 

03/29/16 through 03/31/16 was conducted on 

05/10/16.   No complaints were investigated on 

this survey.  The facility was found to be in 

substantial compliance with 42 CFR Part 483, the 

Federal Long Term Care requirements.  

Corrected deficiencies are identified on the CMS 

2567-B report.  

The census in this 143 certified bed facility was 

117 at the time of the survey.  The survey sample 

consisted of 12 current Resident reviews 

(Residents # 102 through 113) and two closed 

record reviews (Residents # 101 and 114).
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
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